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Abstract
Background Although there is growing utilisation of intermediate care to improve the health and well-being of older adults 
with complex care needs, there is no international agreement on how it is defined, limiting comparability between studies 
and reducing the ability to scale effective interventions.
Aim To identify and define the characteristics of intermediate care models.
Methods A scoping review, a modified two-round electronic Delphi study involving 27 multi-professional experts from 13 
countries, and a virtual consensus meeting were conducted.
Results Sixty-six records were included in the scoping review, which identified four main themes: transitions, components, 
benefits and interchangeability. These formed the basis of the first round of the Delphi survey. After Round 2, 16 statements 
were agreed, refined and collapsed further. Consensus was established for 10 statements addressing the definitions, purpose, 
target populations, approach to care and organisation of intermediate care models.
Discussion There was agreement that intermediate care represents time-limited services which ensure continuity and quality 
of care, promote recovery, restore independence and confidence at the interface between home and acute services, with tran-
sitional care representing a subset of intermediate care. Models are best delivered by an interdisciplinary team within an inte-
grated health and social care system where a single contact point optimises service access, communication and coordination.
Conclusions This study identified key defining features of intermediate care to improve understanding and to support com-
parisons between models and studies evaluating them. More research is required to develop operational definitions for use 
in different healthcare systems.
Keywords Delphi technique · Definition · Older adults · Intermediate care · Transitional care · Integrated care · Care 
models
Introduction
The coordination and integration of care for older people is 
increasingly recognised as important to reduce miscommu-
nication, duplication, omission errors, patient dissatisfaction 
and reduce unnecessary healthcare utilisation [1]. Inefficient 
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processes to ensure smooth transfers of care are common, 
costly and potentially harmful [2, 3], often resulting in recur-
rent hospital attendances and (re)admissions [4]. Older and 
frail patients appear to be particularly at risk of adverse 
events related to discharge and transitions of care [5]. This 
relates in part to the frequency with which they experience 
care transitions but also because systems are not attuned to 
meet their needs [6]. Healthcare systems that provide verti-
cally integrated models, foster interdisciplinary relationships 
and encourage the involvement of older people and their 
families are considered the optimal approach to minimise 
adverse outcomes [6, 7].
Intermediate care services are designed to provide 
continuity of care and are often used to enhance recov-
ery, promote ability, optimise management and prevent 
adverse outcomes including functional decline among 
older people, particularly those with chronic disease and 
frailty [8–10]. Elements of these models of care include 
comprehensive assessment, enablement and rehabilitation, 
which target the restoration of health and the optimisation 
of function, activity and participation [8, 9, 11, 12]. These 
can play an important role in times of change in health 
states as older people transition between services such as 
moving between home (community residence) and hospi-
tal, assisted living or institutional care [13, 14]. Intermedi-
ate care including transitional care can contribute to the 
continuum of services that enable older adults to recover 
or maintain independence following a period of illness, 
injury or hospitalisation [11, 15]. Although results for its 
effectiveness are as yet mixed [8, 16], there is growing 
evidence that this approach to providing care can improve 
function [17–20], lower costs [21–28] and reduce health-
care utilisation [27–31] for older adults.
Despite its increasing use, there remains ambiguity over 
how intermediate care is defined [32] in both the literature 
and in clinical practice. This may be due to differences in 
the organisation and operation of healthcare services in 
different geographical areas [9]. The lack of clarity over 
definitions makes the interpretation of research findings 
and comparison of models in clinical practice challeng-
ing [4]. To aid healthcare practitioners and policy-makers, 
there is a need to establish globally accepted terminology 
for this approach to care [32, 33]. Given these points, we 
aimed to identify key defining features of different inter-
mediate care models using an international Delphi con-
sensus approach.
Methods
This study was conducted as part of the ADVANTAGE 
Joint Action on Frailty Prevention by the members of 
Work Package 7 [16]. The study consisted of two phases, 
an initial scoping review, conducted to identify existing 
descriptions of intermediate care, followed by a two-round 
electronic Delphi survey with a virtual consensus meeting. 
The methods flow chart is presented in Fig. 1.
Fig. 1  Methods flow chart
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Rang of 18 statements using the same 
5-point Likert scale (1, completely 
disagree to 5, completely agree) by 23 
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*(See figure 2). These were forwarded to the 
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components, benefits and interchangeability
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Phase 1: scoping review
Scoping reviews help in synthesising data related to 
research questions by refining key concepts of existing 
evidence [34]. We sought to identify available definitions 
of intermediate care prior to conducting the Delphi study 
using a methodological framework for conducting scop-
ing reviews recommended by Levac et al. [35]. First, the 
problem was identified, and the following research ques-
tion was investigated: “What are the current definitions of 
intermediate care in the literature?” Preferred Reporting 
Items for Systematic reviews and Meta-Analyses extension 
for Scoping Reviews (PRISMA-ScR) checklist was used 
for reporting processes [36].
Data sources and selection process
CINAHL, Cochrane Library, EMBASE and PubMed 
databases were searched. The following search string was 
used: (((("Intermediate care" OR "transitional care")) 
AND ("hospital at home" OR "home care" OR "residen-
tial care" OR "reablement" OR "independ*" OR "readmis-
sion" OR "Prolonged stay" OR "long term" OR "commu-
nity care"))). An additional search on OpenGrey included 
the search terms, intermediate care and transitional care. 
Reference tracking of systematic reviews or other review 
papers was also performed. Papers were included if they 
were (1) research studies, review articles or grey literature 
that reported a definition of transitional and/or intermedi-
ate care as primary or secondary sources, and (2) pub-
lished between 1 January 2002 and 5 February 2019. The 
search was initially planned to be limited to 2002–2017 
(the previous 15 years, consistent with the state-of-the-
art reviews for the Joint Action on Frailty Prevention 
(ADVANTAGE)) but the search was extended to 2019 for 
this study. Conference proceedings, study protocols and 
any studies or reports that did not meet these criteria were 
excluded.
Data extraction and analysis
Titles and abstracts of the identified records were indepen-
dently screened by a core team of reviewers according to the 
inclusion and exclusion criteria. Data were extracted by the 
same reviewers using a standardised template as direct quo-
tations as reported in the articles (i.e. first-order constructs), 
pooled, refined and synthesised accordingly. A qualitative 
(thematic) analysis approach [37] using NVivo was per-
formed to analyse the data; extracted data were coded, from 
which main and sub-themes emerged relating to the defini-
tion, concepts and components of intermediate care.
Phase 2: Delphi study and consensus meeting
A Delphi study design systematically combines the views 
of experts to reach consensus on a particular topic [38]. 
To reach agreement on the nature of intermediate care, a 
broad range of experts including academics, practition-
ers and policy-makers were included. A modified Delphi 
study consisting of a two-round electronic survey (e-Delphi 
process) followed by a virtual consensus meeting was con-
ducted [39, 40]. The e-Delphi approach was chosen to bring 
experts together from different countries via online surveys 
and meetings.
Participants
A non-probabilistic sampling approach was followed. In 
total, 55 experts from 17 countries were sent invitations to 
participate in the Delphi. Invitees either had a health and 
social care policy role, had published research or audit on 
the topic, or were practitioners who had expertise in inter-
mediate or transitional care services or frailty. Seven of these 
were drawn from the Joint Action on Frailty Prevention’s 
(ADVANTAGE), Work Package 7, examining models of 
integrated care for managing and preventing frailty [41]. 
Additional external experts were included in the consensus 
meeting to refine and group statements. For this purpose, 
members of the International Foundation for Integrated 
Care (IFIC) Special Interest Group (SIG) on Intermediate 
Care were invited to participate in the virtual meeting. The 
IFIC SIG on intermediate care is composed of experts from 
various disciplines and countries to collaborate, exchange 
insights and enhance their knowledge in the area of inter-
mediate care.
Ethics
All participants agreed to participate and provided informed 
consent electronically before proceeding with the eDelphi 
surveys. Participants’ responses were protected behind a fire-
wall accessible only to the core research team. Confidential-
ity was maintained according to the European Union General 
Data Protection (2018) regulations.
Data collection
The Delphi surveys were open between the 1–15 July 2019 
(first round) and 22 July–12 August 2019 (second round). 
Weekly reminders were sent to the participants. Using a five-
item Likert scale (1, completely disagree to 5, completely 
agree), participants were asked to rate the statements gener-
ated in the scoping review. They were also given the oppor-
tunity to add comments. In Round 2, participants rated the 
revised statements.
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The virtual consensus meeting was conducted as two ses-
sions (morning and afternoon) due to time zone differences 
between the participant countries. Meetings were moderated 
by a member of the core research group. Outcomes of the 
first session were shared with the participants of the second 
meeting prior to commencing the discussion. All statements 
and their agreement levels (expressed as percentage) were 
read out by another member of the core team, which started 
the group discussions. Discussions focused on the reword-
ing and merging of statements rather than altering the con-
sensus reached by the eDelphi panel. All refinements were 
made by majority agreement. The emphasis was, therefore, 
on refining accepted statements to minimise repetition or 
duplication.
Data analysis
Survey data were analysed using simple descriptive sta-
tistics. In both rounds, statements scored as 4 (agree) or 5 
(completely agree) by 70% or more of participants or where 
less than 15% of participants scored the statement as 1 (com-
pletely disagree) or 2 (disagree) [42] were included. A cut-
off of 70% was selected based on group consensus similar 
to the most widely used cut point in Delphi studies, 75% 
[43]. Statements with ratings of 3 or below were excluded. 
In Round 1, qualitative methods were used for the analysis 
of comments added by the participants. For this purpose, all 
comments were pooled, grouped under common themes and 
then mapped under relevant statements. Revised statements 
were then re-circulated in the following round for re-rat-
ing. All qualitative comments were mapped under relevant 
statements considering whether they supported them or not. 
Comments that were not directly related to the statements 
but addressed definitions of intermediate care were classified 




The literature search yielded 1891 records in total. Cross-ref-
erencing of systematic reviews and narrative review articles 
resulted in 79 additional citations. A search of OpenGrey 
added a further 14 reports, resulting in a total of 1984 arti-
cles for screening. Further details of the screening process 
are outlined in a PRISMA flow diagram in supplementary 
Fig. 1. Records that did not meet the inclusion criteria or 
were identified as duplicates were excluded (n = 1762). 
Therefore, 222 full-text articles were assessed for eligibil-
ity. Following this, a further 156 records were excluded as 
they did not report a definition (n = 94), were conference 
abstracts (n = 30), were not related to intermediate care 
(n = 29), or were study protocols (n = 3). In total, 66 articles 
provided a definition of intermediate care models, includ-
ing subtypes such as transitional care, and, therefore, were 
included. These definitions included both primary (original) 
definitions and citations from secondary sources. Analysis 
of the definitions included in the scoping review identified 
four main themes: transitions, components, benefits and 
interchangeability (Fig. 3). The first theme “transitions” 
referred to care transitions from one setting or level of care 
to another. The second theme “components” addressed the 
characteristics of intermediate care including that is multi-
disciplinary and comprehensive but time limited, requires 
coordination, includes a wide range of services, targets high-
risk populations, has flexibility for adapting delivery, and 
70% or more of the 
parcipants agreed or 
completely agreed with 




15% and more of the 
parcipants disagreed or 
completely disagreed with 
inclusion of the statement
Exclude
No




Are there supporng 
comments? *
Yes
Fig. 2  Analysis strategy for round one and two of the e-Delphi (*Did not apply to the Round 2)
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considers person-centred care. The third theme “benefits” 
denoted the positive outcomes of intermediate care including 
the continuity of care, cost-effectiveness, self-empowerment, 
individualised and family-oriented care. The fourth theme 
“interchangeability” referred to the observed use of inter-
mediate care including transitional care, and other similar 
terms, and the lack of a clear definition of intermediate care 
in the literature. Following discussion and refinement by the 
core members, 28 high-level statements were forwarded to 
the Delphi process.
Delphi Round 1
A total of 27 experts from 13 countries (Argentina, Austria, 
Canada, England, Finland, Greece, Ireland, Italy, Malta, 
Mexico, Scotland, Spain, and the USA), participated in 
Round 1, giving a response rate of 49%. Round 1 statements 
were related to the concept and core components of interme-
diate care, their purpose and benefits, interchangeability of 
the terms used, and their role in transitions of care. Twenty-
one of these statements met the threshold and were retained. 
Most (four out of seven) that did not reach the threshold for 
inclusion were from the “components/concept” category. A 
total of 86 comments were received, which were used for 
editing or merging current statements, or deriving new state-
ments. This reduced the number of included statements to 11 
and resulted in the generation of seven new statements for 
Round 2 (Table 1). The 18 statements were re-categorised 
into five sections: purpose and concept (n = 2); common 
features between intermediate and transitional care (n = 2); 
differences between intermediate care and transitional care 
(n = 2); types of intermediate care (n = 2); and effective 
organisation of intermediate care (n = 10).
Delphi Round 2
All who took part in Round 1 were invited back for Round 2. 
Of these, 23 (85%) participated in Round 2. These were from 
11 countries (Argentina, Austria, Canada, England, Finland, 
Greece, Ireland, Italy, Malta, Mexico, and Spain). In Round 
2, the participants disagreed with two of the remaining 18 
statements: “Some types of intermediate care, i.e. home-
based rehabilitation and reablement can be cost-efficient” 
and “The main aim of transitional care is to improve the 
Fig. 3  Concept map of the definitions of intermediate care pooled from the literature. *Includes transitional care as a subset of intermediate care
 Aging Clinical and Experimental Research
1 3
quality and continuity of care as the individual moves 
between care settings.” (Supplementary Table 1). The results 
of Round 2 were forwarded to the participants for further 
discussion in the virtual consensus meeting.
Virtual consensus meeting
While all Delphi participants were invited to the virtual con-
sensus meeting, only two could attend (one in the morning 
and one in the afternoon session). They were joined by six 
external experts from Brazil, France, The Netherlands, Ire-
land, Poland, and Sweden. The morning meeting was con-
ducted with nine participants (one Delphi participant, four 
external experts and four core team members). The after-
noon session included eight participants (one Delphi par-
ticipant, two external experts and five core team members). 
Following the virtual consensus meeting, statements were 
further refined to avoid duplication or repetition and reduced 
from 16 to 10 statements distributed under four headings: 
“How are these models of care defined?”; “Who may ben-
efit?”; “What is the approach to care?”; and “How should 
services be organised?”. Delphi participants and the exter-
nal experts were asked to comment on these 10 statements. 
Revisions were applied following their feedback, and then a 
final consensus statement was approved by all participants 
(Table 1).
Discussion
This study applying a scoping literature review combined 
with a modified e-Delphi design aimed to build consensus 
towards clear and distinctive definitions of intermediate 
care services. These services, which are increasingly com-
mon, are provided to older adults with multimorbidity and 
complex healthcare needs who require longer periods for 
recovery, or specialist care and rehabilitation at home or 
closer to home [9, 11]. This paper is, to our knowledge, 
the first to examine the terminology around intermediate 
care using a Delphi method. It offers guidance to policy-
makers, researchers and practitioners by providing insights 
from international experts into many of the defining features 
of these services. The study produced agreement and gener-
ated consensus statements addressing the definition of inter-
mediate care, and also described important features, which 
characterise these models including areas of overlap in their 
target population, approach to care, and organisation. Each 
of these aspects are outlined and discussed separately below.
Table 1  Final consensus statement on the definitions, target population, approach to care and the organisational structure of intermediate care
How are these models of care defined?
1. Intermediate care is are a broad range of time-limited services, from crisis response to support for several weeks or months, that aim to ensure 
continuity and quality of care and promote recovery at the interface between hospital and home, care home, primary care and community 
services
2. Intermediate care, at home or in intermediate care beds, aims to enable recovery, restore independence and confidence, or prevent a decline in 
functional ability at times of change in health
3. Transitional care services are a subset of intermediate care designed to enable safe, coordinated and timely transfers between care settings
Who may benefit?
4. These services may particularly benefit persons who have complex needs or circumstances, are vulnerable to a decline in health status or 
functional ability, or are at increased risk of (re)admissions to hospital or institutionalisation
What is the approach to care?
5. Intermediate care is based on principles of holistic comprehensive assessment; person-centred care planning; education for patients, family 
and caregivers; support for self-management (including nutrition and medication management); and continuity and coordination of care. The 
use of a reablement approach and interdisciplinary rehabilitation has a specific role for persons who have experienced a decline in functional 
ability
6. The nature, duration and intensity of the multi-dimensional interventions are tailored to the needs of the individual, in collaboration with their 
family and caregivers, and may involve a case management approach for the duration of the episode
7. Health professionals should adopt relational approaches, creative solutions and simple technologies that enable and support patients, their 
families and caregivers to be fully involved in care planning, goal setting and monitoring from the earliest stages
How should services be organised?
8. Intermediate care is best delivered by an interdisciplinary team within an integrated health and social care system that links different providers 
and levels of care in a collaborative network of care and support that includes partners from community and voluntary sectors
9. A single point of contact helps to optimise service access, communication and coordination of care
10. To be effective, intermediate care services should have sufficient capacity and responsiveness, appropriate expertise, clear governance 
arrangements, and opportunities for education and training to support team members to work collaboratively and to continually improve ser-
vice quality and outcomes for people and care systems
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Definitions and purpose
It was agreed that intermediate care refers to a broad range 
of time-limited services that aim to provide continuity, 
improve the quality of care, promote recovery, restore inde-
pendence and confidence, and prevent decline in functional 
ability. Intermediate care was described as operating at the 
interface between home and hospital or institutional care 
services, consistent with the Steiner et al. [44] definition of 
intermediate care services as “a range of services that facili-
tate the transition from hospital to home…”. The American 
Geriatrics Society further states that the settings where these 
models are best used includes, but is not limited to, hospi-
tals, sub-acute and post-acute nursing facilities, the patient’s 
home, primary and specialty care offices, and long-term care 
facilities [14]. All participants agreed that intermediate care 
services are structured and multi-component interventions 
that are more than a means to facilitate discharges, reflect-
ing a recent Cochrane review by Griffiths et al. [45] that 
described intermediate care interventions as an intrinsic 
component of care extending beyond discharge planning.
The discussions noted that the purpose of these models 
often depends on the specific needs of individual patients, 
which may change over time. Indeed, the literature suggests 
that successful transitional care programmes should consider 
the changing needs of individuals at both pre- and post-dis-
charge stages [14, 46]. A recent concept analysis found that 
individual and family characteristics such as health status, 
socioeconomic factors, expectations and habits, inpatient 
care system, and social factors including the ability of care-
givers and support mechanisms, play a major role in the 
design and application of transitional care [47]. Participants 
agreed that intermediate care differs from chronic case man-
agement since it is time limited. All participants agreed that 
common features include an aim to improve continuity, flow 
and safe and timely coordination of care. Consensus sug-
gested that intermediate care aims to enable recovery, restore 
independence and confidence, or prevent a decline in func-
tional ability at times of change in health. Transitional care 
can be considered as a specific subset of intermediate care 
designed to enable safe, coordinated and timely transfers 
between care settings.
The Delphi found that there are specific challenges in 
standardising the classification of intermediate care services 
between different countries and healthcare systems [3, 13]. 
Discussion of different examples of intermediate care ser-
vices presented during the consensus meeting highlighted 
that the language used to describe these services may not 
always transfer between countries.
Target population
In the consensus meeting, some participants considered it 
would be unhelpful to specify the type of patients who would 
benefit from these services as this may evolve over time and 
needs to be considered in the context of the other commu-
nity and hospital services available in the local health and 
care system. However, it was agreed that intermediate care 
models, and the subsets that are transitional care services, 
may particularly benefit individuals who have complex care 
needs or circumstances, are vulnerable to a decline in health 
status or functional ability, or at increased risk of (re)admis-
sions to hospital or long-term care. This is consistent with 
the literature [14] and with the view that older adults, par-
ticularly those who are frail with complex healthcare needs, 
are most likely to benefit from these services before, during 
or after care transitions [9, 11, 48]. Moreover, the literature 
for intermediate care highlighted the need to target older 
adults likely to benefit from services that offer optimal con-
valescence periods and transfers to the most suitable settings 
to prevent poor clinical and health-related outcomes [9, 14].
Approach to care
Consensus was established that intermediate care provides 
holistic and person-centred care; with the involvement of 
family and caregivers and support for self-management; 
while using relational approaches, creative solutions and 
simple technologies. Personalised care that resonates with 
what is important to meet the specific needs of older persons 
and family members was recommended as an ideal approach 
to the planning and delivery of these services in different set-
tings. An example of this is the preventable admissions care 
team (PACT) intervention [49]. Operating during care tran-
sitions, this inclusive social work led programme focused 
on potential causes of readmission at an individual level, 
promoted understanding of prognosis and strategies for self-
management as well as communication between patients, 
families and healthcare professionals [49]. Intermediate care 
programmes combined with simple technology-based inter-
ventions such as telephone follow-up combined with shared 
electronic health records and care plans were reported to 
have positive outcomes related to reduced hospital utilisa-
tion as well as improved patient and family experiences, and 
self-management [16].
Delphi participants agreed that it is necessary to 
empower, understand and support patients and their fami-
lies to enable and support self-management. Building con-
fidence was also stressed as an important goal to enhance 
capacity and increase physical and social resilience. How-
ever, it was recognised that cultural disparities and differ-
ences in the organisation of healthcare systems might influ-
ence how these aspects are approached in practice. In the 
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consensus meeting, some participants noted that in some 
countries, patients and families do not feel part of the care 
team, despite the emerging evidence about shared decision-
making and treatment burden [50]. The literature emphasises 
that a systematic focus on patient experience could be used 
to improve and shape services [51]. The provision of acces-
sible guidance and training programmes for families and 
informal caregivers during care transitions is important [52] 
given that, for example, 61% of all care activity in the United 
Kingdom is provided by informal caregivers and volunteers 
[53]. Active encouragement by healthcare professionals 
including clinical bedside handovers and designated family 
meetings or consultations at admission and discharge might 
be effective strategies to increase family involvement during 
care transitions [48, 54].
Organisation of the services
It was agreed that intermediate care is best delivered by an 
interdisciplinary team within an integrated health and social 
care system where a single point of contact might help to 
optimise service access, communication and coordination 
of care. Complementing the single point of contact with use 
of simple technologies was considered important to support 
patients, families and care givers and enhance communica-
tion. This is consistent with the literature [55] and also has 
potential to enable delivery of these services in economi-
cally disadvantaged environments and healthcare systems 
[56]. Indeed, effective intermediate care services was high-
lighted as a priority in the World Health Organisation’s pri-
ority practices for continuity and coordination of care [57].
The participants also stressed the importance of deliver-
ing services as a network of care and support with close 
collaboration between healthcare, social care and voluntary 
and community sector partners. Key elements within the 
organisational model were agreed including sufficient capac-
ity and responsiveness, appropriate expertise, clear govern-
ance arrangements, and opportunities to support the team 
members to work collaboratively and to improve service 
quality and outcomes for people and care systems. There 
was consensus on an urgent need to develop a workforce 
with confident, competent transitional care and intermedi-
ate care professionals who have the required technical and 
relational skills. In the literature, intermediate care delivered 
by interdisciplinary teams at home, in post-acute facilities, 
community hospitals or care homes was reported in many 
instances to reduce hospitalisation and improve functional 
outcomes [16]. Future research on resource allocation and 
cost effectiveness for these services is recommended, as are 
studies investigating the skills and competencies that are 
necessary for effective intermediate care.
Strengths and limitations
The study was conducted as an international e-Delphi pro-
ject, which was supported by a preliminary scoping review 
of the literature for current definitions of intermediate 
care. The participants of the Delphi and virtual consensus 
meeting represented policy, academic and multidiscipli-
nary subject experts (including one patient advocate) from 
18 countries in total (13 participating in the Delphi) from 
Europe and North, Central and South America. Genera-
tion and revision of the statements were performed with 
maximum transparency at all stages. However, this study 
has some limitations. First, only themes identified dur-
ing the scoping review were extracted and presented in 
this study; details relating to individual studies such as 
demographics and sampling frames were not extracted. 
This was due to the qualitative synthesis approach fol-
lowed, which only focused on generating themes. Sec-
ond, although Delphi participants supported most state-
ments based on their personal professional experience, 
they could not approve the inclusion of some statements 
due to limited supporting scientific evidence. This is not 
uncommon given the inherent nature of the Delphi pro-
cess, which brings together evidence from literature and 
personal experience, thus highlighting where gaps in the 
scientific evidence limit the potential to include some 
experiential evidence. Third, although different profes-
sions and sectors were represented, the sample did not 
include participants from Africa or Asia Pacific regions 
including Australia and New Zealand. Thus, the final 
consensus may not be generalisable to these regions and 
to low- and middle-income countries. However, studies 
from Asia Pacific regions were included in the scoping 
review that informed the process. The report of the final 
consensus statement was approved by the steering commit-
tee and ADVANTAGE Joint Action collaborators from 22 
European member states. Therefore, the final statements 
include indirect representation of additional experts from 
Belgium, Bulgaria, Croatia, Cyprus, Germany, Hungary, 
Lithuania, Norway, Portugal, Romania, Slovenia, increas-
ing the number of countries represented to 29. Fourth, the 
response rate for the virtual consensus meeting was low, 
possibly influenced by time constraints and time zone dif-
ferences. In addition, an anonymised voting tool could not 
be used due to the continuous discussions during the meet-
ing, time differences and technical limitations. However, 
all participants were encouraged to express their opinions 
freely and actively take part in discussions. They were also 
encouraged to contact the core team privately with any 
additional feedback on the statements. This helped to pre-
vent overrepresentation of more senior participants in the 
discussions. As only one caregiver and patient advocate 
participated, cultural and organisational concepts were 
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not fully explored from the perspectives of patients and 
caregivers. Fifth and finally, the cut-point for inclusion of 
statements was arbitrary, selected by consensus among the 
core group. However, there is no clear consensus on this in 
the literature with wide variation in cut-offs between stud-
ies [40, 43] and the cut-off selected here (70%) is similar 
to that found in most Delphi [43].
Conclusions
This study reports the first international consensus on defini-
tions of intermediate care, specifically examining the purpose, 
target population, approaches and organisation of these ser-
vices. It was agreed that intermediate care represents a broad 
range of time-limited services that aim to ensure continuity 
and quality of care; promote recovery; restore independence 
and confidence; or prevent a decline in functional ability at 
the interface between hospital, home, long-term care (nurs-
ing homes), primary care and community services. Partici-
pants agreed that transitional care services are a subset of inter-
mediate care. Such services may particularly benefit persons 
who have complex support needs or circumstances, are vulner-
able to a decline in health status or functional ability or are at 
increased risk of (re)admissions to hospital or institutionalisa-
tion. Their shared approach is based on holistic and person-
centred care, the involvement of family and caregivers, support 
for self-management, relational approaches, creative solutions 
and simple technologies. Intermediate care is best delivered by 
an interdisciplinary team within an integrated health and social 
care system where a single point of contact might help to opti-
mise service access, communication and coordination of care. 
It was recommended that these should have sufficient capacity 
and responsiveness, appropriate expertise, clear governance 
arrangements, and opportunities to support team members to 
work collaboratively and to improve service quality and out-
comes for people and care systems.
The consensus statement can be used by policy-makers, 
commissioners, academics, and professionals involved in the 
planning, delivery and evaluation of these services. Derived 
from subject experts in 18 countries in Europe and in North, 
Central and South America, and endorsed by policy and 
professional leads for older people in another 11 European 
member states, the consensus is highly applicable to most 
systems currently delivering this model of care. However, the 
applicability of the consensus statement should be tested in 
other healthcare systems, particularly in the Asia Pacific region 
and in low- and middle-income economies. More research is 
needed to understand how to translate the key approaches into 
practice in different care settings and within systems with 
varying levels of vertical and horizontal integration of health 
and other care services.
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